Introduction
China, as the largest and most populous developing country in economic and demographic 23 transition, has been shaping its primary care system during the past several decades. 1, 2 In the early cooperative medical scheme (NRCMS) for rural citizens (voluntary); and 3) medicaid system for Several policy regulations were further issued in 2006, [14] [15] [16] [17] [18] [19] covering the premises, registration, 112 operation, and pricing at the CHCs. Equity, efficiency, and accessibility were highlighted. These 113 plans laid CHCs in place in every neighbourhood within a 15-minute walking distance to ensure 114 close-to-home primary care. The government sector with public investment were required to play a 115 leading role in developing primary care, while investments from the social and private sector were 116 also encouraged. 14 The academic discipline of GP began to emerge in medical universities with the 117 aim to build a cohesive undergraduate medical curriculum, a standardised postgraduate professional 118 training, and continuing education for GPs. The GP training scheme was structured, and included 119 class-based learning, clinical rotation, and community practice in primary care medicine. 17, 19 120
121
A series of detailed action plans were subsequently announced between 2009 and 2011, [20] [21] [22] [23] [24] 122 including the effort for improving the provision of public health care through a nation-wide 123 implementation of basic public health (BPH) service package. 23 The government subsidies on the (aged 65 years and above), pregnant women, children (aged 0-6 years), and patients with hypertension, diabetes, or serious mental illness; 5) surveillance and control of infectious diseases and public health emergencies; and 6) sanitation control and monitoring. 23 Since 2010, the adoption 131 of a national essential drug list (EDL) with government-imposed price control has been mandatory 132 at all primary care facilities. [25] [26] [27] The implementation of EDL aimed to ensure the procurement,
133
pricing, financing, and quality of medicines to improve drug efficacy, safety, and cost-effectiveness.
135
The most recent policy stated by the central government in 2015 has re-depicted the structure of the 136 overall health care system to enhance the health care accessibility and equity, through a step-wise 137 manner with dual referral channels between primary care and secondary (tertiary) care (Figure 1 ). 27 
138
Multiple organisational models of CHCs were encouraged. The construction of a nation-wide
139
"cloud" big data system has been in progress. Figure 2B ).
The service provision at CHCs adheres to national guidelines, and all primary care providers are 157 regulated by the local health bureau to ensure the quality of services. 10, 13, 15, 16, 23 privately owned and managed CHCs (P-CHCs). 2, 44 The government report showed that 36.5% of the CHCs were G-CHCs, 35.7% were H-CHCs, and 27.8% were P-CHCs. 45 Details on the 265 organisational models were described in both quantitative and qualitative studies elsewhere.
44, 46

266
The G-CHCs are organised as part of the government sector. The typical G-CHCs operate in a way 267 that the revenue generated at the CHCs (mainly from medical treatment and drug sales) goes to the 268 local government finance, whereas the CHC expenditures (mainly on premises, equipments, and conundrums for China's health care reforms. 44 It was also reported that patients at G-CHCs were 290 more likely to have optimal blood pressure control, whilst those with P-CHCs were less likely to achieve blood pressure control, irrespective of the prescriptions of antihypertensive drugs. 47 
Strengths and weaknesses of the review
359
In this review, we outlined the development of urban CHCs under the national health care policies 360 with respect to the CHC structure and delivery models, and the impact of primary care reform on 
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2000
The MoH outlined the definition of general practice (GP). It called for multiple strategies of GP education with a focus on in-service training to enrich the front-line GP practitioners and develop a cadre of senior GP practitioners to provide CHS in primary care.
The State Council emphasised that there should be a well-coordinated division of labour among community health care facilities, large-scale comprehensive hospitals, and specialist hospitals. Attention should be paid to the role of primary care facilities in prevention, protection, education and psychological counselling.
2009
The State Council pointed out the weakness in public health, rural medical care and urban community health care should be addressed. The urban healthcare network should be underpinned by primary care, and CHCs should deliver public health services and primary medical care for commonly-and frequently-seen disease, and long-term conditions with rehabilitation services. 20 
The State Council highlighted that the improvement of primary care network and equitable health care for all citizens as priories in the healthcare reform implementation. A three-year plan was launched to provide competent primary care workforce for rural village clinics, township health centres, and community health centres and stations. 21 
2011
The State Council advised that GP practitioner system should be established gradually to provide first contact of care at grass-roots level. GP practitioners should receive5-year undergraduate-level clinical medical education, followed by 3-year post-graduate GP standardised training. It also encouraged GP practitioners to deliver primary care in a team approach. 22 
The MoH advised a comprehensive package of basic public health (BPH) services to enhance the capacity of disease prevention and health promotion in primary care settings.
The MoH formulated the evaluation of primary care service provisions at community healthcare facilities. Organisational management, BPH services, essential medical care quality were assessed. 24 
2013
The State Council advised the focus of ongoing healthcare reform on consolidating essential drug list system and exploring operational structure of primary health care facilities. It required active involvement from the government sector, and more benefits given to primary care workforce. 25 
2014
The State Council iterated the direction to carry forward the health care reform. It called for policies to encourage first contact of care at CHCs. Coordination between cares at different levels were highlighted. One goal was to build up a system structured in a step-wise manner with improved dual referral channels bridged between primary care and secondary (tertiary) care. 26 
2015
The State Council issued its most recent national healthcare policy. It aimed to establish a nation-wide primary care system, with regular updated "cloud" big data with respect to population demographics, electronic health profiles, and patient medical records available by 2020. It also highlighted the pivotal role of primary care in chronic disease prevention, treatment, and rehabilitation.
27
Note: The long-existing Ministry of Health (MoH) and the National Population and Family Planning Commission (NPFPC) have been merged into, and reconstituted as, the National Health and Family Planning Commission (NHFPC) of the P.R. China in March 2013. The NHFPC is expected to strengthen the supervision of healthcare institutions and professionals to regulate service provisions, and deepen the current healthcare and primary care reform to address grass-roots health issues.
The reference numbers are in consistent with that in the manuscript text.
